INTRODUCTION
Primary herpetic gingivostomatitis (PHGS) is the most common clinical manifestation of primary herpes simplex virus infection occurring in 25-30% of infected children.
1 Symptoms including discomfort on swallowing and excessive salivation, submandibular lymphaden opathy, oral and peri oral ulceration fre quently occur.
Patients often seek advice from their GDP who will advise supportive man agement including maintaining fl uid intake to prevent deyhdration; analge sics and antipyretics to ease fever and discomfort; and the application of topi cal antiviral preparations to limit the duration of symptoms.
2 It is not now common practice to advise the use of lip barrier cream to prevent adherence of the lips, pain and the bleeding often caused from their separation. This paper presents a rare complication from PHGS and reintroduces the need for barrier creams as standard advice to patients with the condition.
CASE REPORT
A 7-year-old girl was referred to a Con sultant Paediatrician at Arrowe Park Hospital with a two week history of fever, lymphadenopathy, oral and peri oral ulceration. A diagnosis of PHGS was made on clinical criteria. She returned two weeks following recovery with labial adhesions which were limiting mouth opening and creating social embarrass ment, and was referred to the Oral and Maxillofacial Surgery Department. She had bilateral labial adhesions extend ing from the labial commisures across the lips (Fig. 1) . No active treatment was instigated as it was hoped that the adhe sions would be broken during function. At two week review the lesions persisted so they were released under general anaesthesia. The patient made an une ventful recovery with no lip deformity or visible scarring.
DISCUSSION
PHGS is caused by the DNA herpes simplex virus (HSV) with HSV type 1 mainly associated with infections of the skin and mucous membranes, and type 2 implicated in genital infections, 3 but this distinction is increasingly becoming less clear.
4 Type 1 infection is common worldwide and increases in prevalence to 70-80% in adulthood.
5
Primary HSV infection in childhood is usually subclinical, 2 or it may cause a mild pharyngitis 1 with PHGS typically affecting 25-30% of infected children.
3
Transmission is from infected oral secretions with an incubation period of 1-26 days followed by prodromal symptoms including malaise, anorexia, nausea, irritability, headache, fever, sub mandibular lymphadenopathy with later the appearance of numerous character istic oral vesicles. The vesicles rupture readily leaving ragged painful ulcers covered by a yellow-grey pseudomem brane. These clinical findings are diag nostically accurate in 83.8% of cases. 6 PHGS infection may cause dehydra tion necessitating hospital admission while recurrent HSV infections range from inoccuous labial lesions to life threatening meningoencephalitis.
7
PHGS is a self limiting infection, however antiviral therapy may reduce the duration and severity of symp toms. 8 Oral acyclovir suspension is the current treatment but the optimal timing and dose of this therapy are uncertain.
8 Supportive therapy is aimed at reducing complications and the appli cation of lip barrier cream would have prevented the labial adhesions in the presented case. This simple yet effec tive measure should not be overlooked in the managment of PHGS, especially as it will prevent pain and possible bleeding of any adhesions of the lips when separated. 
